We're reporting the case of an arthritis to banal germ occurred in concomitance with an advanced polyarticular of gout. It was about a patient of 59 years with alcoholic and gouty chronicle more than 10 years, but without specialized medical follow-up. He has been admitted in hospitalization for a big inflammatory and stiff right knee, letting rising the pus through two cutaneous fistulas in a context of non-febrile change of his peripheral polyarthritis of the big and small articulations. Gout was at distal predominance, bilateral, distorting, tophaceous and active. Inflammatory syndrome was important (ESR = 50 mm in the 1st hour and CRP = 28 mg/l) and uricemia was high, at 84 mg/l. The glycaemia, the hepatic, the viral, renal and serological evaluation (HIV and B, C hepatitis) were normal. The bacteriological analysis of the pus collected after puncture of the knee and cleaning identified a negative gram bacillus, Morganella morganii, multi-resistant, but sensitive to the Imipeneme and to the aminosides. The evolution was lethal in a picture of multivisceral failing in spite of a bi-antibiotherapy and under hypo-uricemia treatment prescription.
Introduction
Gout is the most frequent inflammatory adult rheumatism in the industrialized countries and in sub-Saharan Africa at the present time [1] . It is a joint inflammation consecutive to the deposit of urate sodium crystals, in relation with a chronic hyperuricemia. The first African works on this topic go back to the years 1990. They contributed to affirm its elevated frequency in black Africa [2] - [4] . The articular infectious complication on
Case Report
It was about a 59 years patient old, alcohol consuming 60 to 80 g per day and gouty known since several years. He has been admitted in the Rheumatology Department of Brazzaville University Teaching Hospital, for a new polyarticular outbreak, interesting the big and small joints. Installation was brutal and spontaneous, evolving since 3 months before. There was no fever, but a deep change of the general state (thinning, asthenia, anorexia). One month before his admission, the right knee itself fistules spontaneously.
At his hospitalization, the patient was conscious, with no fever (37.2˚C). He presented a peripheral joint syndrome, diffuse, bilateral, interesting elbows, wrists, right knee, all metatarso-phalangian joints, the 3rd, 4th, 5th proximal inter-phalangians and the 2nd, 3rd and 5th metacarpo-phalangians of the left hand. The right knee was stiff, hot, and shinier than the other joints. There flowed out some, of spontaneous way, a whitish yellow purulent liquid, through two cutaneous ulcerations of about two centimeters of diameter (Figure 1) . The patellar shock was positive. One voluminous tophus in view of the 1st metatarso-phalangian of left foot, right Achille tendon, left knee, back of left wrist, two elbows and the 2nd and 3rd metacarpo-phalangians of left hand. There was no node.
The X-ray of the hands, the front feet and the left knee objectified a stern destructive gouty arthropathy (Figure 2 ). At the right knee, they showed a stern septic synovitis with complete disappearance of the joint spacing, important diffuse demineralization and erosion of the external tibial tray (Figure 3 ). The MRI of the right knee confirmed arthritis with articular spring (Figure 4) .
Inflammatory syndrome was important (ESR = 50 mm in the 1st hour and CRP = 28 mg/l), 17,510 white leucocytes per mm 3 with neutrophile predominance (14,080 PNN/mm 3 ). Uricemia was at 84 mg/l, creatininemia at 10.4 mg/l. The glycaemia, the blood ionogram, transaminases, lipid evaluation, HIV serology as well as the B and C hepatic serologies were normal. The haemocultures and the urines culture were negative. The analysis of the synovial liquid objectified 26,000 white corpuscles, in PNN predominance (100%). The culture identifies a negative gram bacillus. It was a Morganella morganii, multi resistant, sensitive at the Imipeneme and to the only aminosides. In spite of the treatment associating allopurinol, colchicine [2] and a bi-antibiotherapy by gentamicin, third generation of céphalosporin (the imipeneme not being available), evolution was lethal, in a picture of multi-visceral failing.
Discussion
In sub-Saharan Africa, the septic arthritis is the second reason of arthritis and an emergency in Rheumatology [6] [7] . Among the factors of risk identified of septic arthritis, the existence of a preexisting arthropathy is one of it [8] . However, the drop although being the first inflammatory arthropathy reason in hospitable environment is not described as factor associated to the intervening of an infectious arthritis [6] [9] [10] . If this association appears unaccustomed, it seems not to be exceptional [11] . Yu H.K. et al. [12] as well as Weng C.T. et al. [13] respectively reported retrospective set of 30 and 14 cases of concomitant septic arthritis of a gout crisis in ten years. For Yu H.K. et al. [12] , there could be genetic factors related to the race intervening in the susceptibility to develop a septic arthritis associated to a gouty crisis.
The joint bacterial colonization occurs in general at a chronic gouty patient presenting an oligo or polyarticular gout, tophaced, as in our case. There sometimes exists a factor encouraging the expected arrival of an infectious complication, notably diabetes mellitus, corticotherapy, transplantation, prothetic surgery and plastic surgery of the tophus. In our case, it seems that the debilitating associated factor is alcohol, no other factor having been found [12] - [14] . It has been reported that the crisis of gout is secondary to the influx of polynuclear and to the lactic acidic production, generated by the joint super-infection, dragging a decrease of the intra articular PH, encouraging the precipitation of sodium urate crystals [15] . The usual clinical presentation in case of sepsis is an acute monoarthritis of brutal installation to a chronic gouty patient more often oligo or polyarticular and tophaced. The fever more often appears, but in 30% of the cases it is absent, that must not make exclude the diagnosis. In general, the joint is the seat of an important inflammation associating swelling, redness, shininess and stiffness. The knee is the most often concerned joint, 80% in the set of H.K. Yu et al. [12] ; 57,1% related by C.T. Weng [13] . In this context the analysis of the joint fluid is fundamental, because it permits the certitude diagnosis. This one reveals the association of microbial agent and presence of sodium urate crystals [14] - [16] . Staphylococcus is the most often involved in the published sets. This predominance is especially explained by a predominant cutaneous entry door (an ulceration of tophus). The negative gram bacillus are less frequent and exceptionally Morganella morganii [17] . It is a bacterium saprophyte of gastro intestinal flora, family of the enterobacteria and arthritis is rarely reported. The bacterial joint colonization by this germ is often encouraged by the existence a medical context debilitating such as the diabetes mellitus, the prolonged corticotherapy, alcoholism (as in our set), neoplasia or rheumatoid arthritis [18] .
Conclusion
The concomitant joint septic graft of a gout crisis is exceptional and of difficult diagnosis. It often complicates the chronic oligo or polyarticular tophaced gout, to a patient debilitated by a general illness or local articular disability. The diagnosis of this association is difficult and can be delayed because of the absence of infectious syndrome. In this context, the analysis of the joint fluid has all its importance to the certitude diagnosis and to bring bacterial proof.
